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1 CHAPTER I INTRODUCTION

1.1

Background and Need
The healthcare system in the United States is undergoing an enormous transformation.

Yet, despite spending more on health care per capita than any other nation globally, our system
has failed to achieve many desired outcomes compared with other nations. For example, rising
costs have limited public access to reasonably priced, quality health and medical care. Despite
the Patient Protection and Affordable Care Act of 2010 (ACA), the cost of health care insurance
is anticipated to grow in the future. In addition, health outcomes vary dramatically in the United
States depending upon insurance status, income, race, and geography. Unfortunately, higher
spending levels alone have not improved overall outcomes. The life expectancy of the American
population has gone down in the last five years, shorter than in other rich countries that spend far
less (OurWorldinData.org, 2020, see Appendix H for Life expectancy vs. health expenditure
graph). This disparity highlights the essential role that social factors can play in shaping
opportunities for better public health. The solution may be to create a care model that bridges the
gap between clinical and community settings.

Underserved populations such as racial and ethnic minorities are at significant risk for
poor health outcomes. Barriers to care include but are not limited to culture, language, health
beliefs, lack of communication and trust, and socioeconomic status. These issues have been cited
by The Center for Medicare and Medicaid Services (CMS) as significant factors that influence an
increase in hospital readmission rates for Medicaid recipients (CMS, 2012b). Some patients may
appear unwilling to follow health recommendations as many have low health literacy. This can
lead to difficulties in understanding and acting upon their health information. These patients may
not comprehend the importance of medications, follow-up appointments, a healthy diet, or
regular exercise (Coulter, 2012; Batterham et al., 2016). Many health organizations strategize to
engage patients and encourage shared decision-making, but providers' lack of time can preclude
such tactics in clinical settings (Friedberg et al., 2013). Patient engagement and corresponding
benefits can be facilitated through community health workers (CHWs) working with a clinical
team.
8
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1.2

Problem Statement
The complexity of treating vulnerable patients often requires a multidisciplinary

approach. One beneficial approach is the creation of the Community Health Workers Program
(CHWs) (CHWA, 2013). Research has shown that community health workers strengthen the
patient experience, enhance care coordination, improve clinical outcomes, and assist in
controlling rising costs (London et al., 2017). As a result, CHWs are becoming recognized as an
effective strategy for improving health care for the most vulnerable through linking clinical care
with the communities they serve. However, they are often excluded from the primary care team
due to a lack of evidence-based integration into the multidisciplinary team.

This study aims to determine if using a registered nurse combined with CHW visits
effectively reduces hospital readmissions and improves the quality of care and management of
chronic diseases, such as diabetes. According to Baker et al. (2015), as part of the integrated
healthcare team, CHWs contribute to cost-effective services by decreasing ED visits and
readmissions. The details of this study report on a narrative review of available literature to
better understand the characteristics and the effect of a CHWs intervention in improving the
quality of life for patients living with diabetes. The target population will be the engaged case
management member population of the Capital Blue Cross (CBC) that covers areas of western
Pennsylvania. In addition, the consulting report will integrate CHWs into the health plan’s case
management system.

The significance of the study is examining the impact on quality of life for type 2
diabetes patients with the inclusion of CHWs in the care team. Per Findley et al. (2012), the
CHW is that individual who can help health plans and health care organizations meet the goals of
the ACA and improve population health outcomes. The work of CHWs achieves the Institute for
Healthcare Improvement Triple Aim of population health, the experience of care (quality and
satisfaction), and decreasing healthcare costs. According to Baker et al. (2015), as part of the
integrated healthcare team, CHWs help underserved and high-need patients access the proper
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care at the right time by removing barriers to care. In addition, patients become more engaged in
controlling their chronic conditions.

1.3

Research Questions
This study aims to examine effectiveness in improving the quality of life among diabetes

patients by adding the role of community health worker (CHW) to a current case management
model. A Commonwealth Fund publication (Antonelli et al., 2009) defines case management as
a process focused on a limited set of diseases or conditions and guided by potential health care
cost savings. The process can include assessment, planning, implementation of services,
monitoring, and reassessment. Individuals enrolled in a case management program typically
require services that are high costs and have complex medical needs.

Community health workers are invested in the community and can cultivate connections
between patient and provider (Allen et al., 2014). However, while interest in CHWs has grown,
the lack of sustainable funding for their activities has frustrated their stakeholders. Much of the
financing for CHWs has come from grants or contracts. Unfortunately, these are often shortlived and subject to governmental or private philanthropic decisions that focus on specific goals,
such as raising immunization rates or reducing infant mortality. Since CHWs will need higher
initial funding levels to address these narrowly targeted goals and the broader approaches that
can lead to general improvements in healthcare for everyone, how will healthcare providers
address the gaps in funding for CHWs and promote their sustainability? This study will have the
additional purpose of conducting a literature review on developing sustainable community health
worker programs.

Approach and Next Steps
This study attempts to address the following goals:
Goal 1: To investigate and review the definitions, historical understanding of CHW
workforce development, existing CHW models, roles, gaps in funding, and financing of CHWs.
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Goal 2: To evaluate and document the effectiveness of CHWs in improving the quality of
life among diabetes patients with their addition into the case management team.

This pilot study will be conducted as a study designed to evaluate the effectiveness of
CHW interventions in reducing hospital readmissions and quality of life of diabetes patients over
six months (June 2022 – December 2022).

1.4

Sustainable Funding for CHWs
Demonstrating the value of CHWs is essential in securing initial funding and creating a

rationale for continued support. Building this case is often accompanied by evaluation measures
to demonstrate success. Unfortunately, there is no single approach to evaluation because of the
diversity of CHWs. Still, the critical consideration for evaluating CHWs should include staffing,
cost-effectiveness, return on investment, and existing gaps in evidence.

Most CHWs are financed by limited, short-term grants (American Hospital Association,
2018), and it is apparent in the literature that this scenario is unsustainable (Closing The Gap,
2016). In addition, these grants frequently require CHWs to focus solely on the grant’s narrow
objectives at the expense of actual community needs. They can potentially create unstable work
prospects because funding streams are vulnerable to changes in economics, politics, and agency
strategies. Therefore, a continuous cycle of identifying and securing new grants is paramount.
The Institute of Medicine (IOM), the ACA, and the U.S. Department of Labor have recognized
that CHWs provide a significant return on investment. Reimbursement for CHW services might
incentivize health care systems, provider groups, and health plans to recruit, use, and retain
effective CHWs to improve the quality of care delivered to their served populations.

The current focus on targeted and restrictive funding for CHWs should be shifted to
support the Triple Aim model that the California Health Workforce Alliance recommended in
2013 (California Health Workforce Alliance, 2013). The model suggests achieving the three
objectives – Improving the Experience of Care (Quality and Satisfaction); Improving the Health
of Populations (Risk status and Mortality); Reducing Per Capita Costs of Health Care (Decreased
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utilization of ED for primary care services and Alternative financing, payment, reimbursement
models) (IHI, 2012). According to CMS, in 2014, funding for CHWs by creative payment
models may also facilitate long-term, sustainable funding. However, the availability of those
payment types may vary by state. Examples of such models from this report include:


Bonus payments to providers who meet specified goals and objectives;



Compensation for employers who help patients overcome risk factors, such as
inadequate housing;



Payments to primary care providers and Medicaid managed care organizations
that employ CHWs for such services as care navigation and education support;



Tax assessments on health care plans or local property taxes; (see Appendix D for
Opportunities for CHW Service Reimbursement through Medicaid).

Medicaid reimbursement for CHW services is currently possible through a few different
mechanisms, including the leverage of the January 2014 Centers for Medicare and Medicaid
Services final rule CMS-2334-F on Essential Health Benefits (see Appendix C for CMS
Medicaid Ruling). This rule gives states the option to provide Medicaid reimbursement for
preventive services recommended by a physician or licensed provider rather than provided by a
physician or licensed provider. Thus, allowing CHWs and other health workers who may or may
not be formally licensed by the state to provide this recommended service supports CMS-2334-F
on Essential Health Benefits. Additional Medicaid reimbursement mechanisms include
capitation, direct reimbursement arrangements, waivers, and state support of administrative
costs. The CMS Center for Medicaid and CHIP Services (CMCS) may also match a percent of
staffing and administrative expenses for state Medicaid offices and clinics to better achieve cost
control, improve information technology infrastructure, and provide interpreters, outreach, and
coordination services (Dower et al., 2006). State-initiated waivers, such as those allowed under
Section 1115 of the Social Security Act, provide a state Medicaid program opportunities to pilot
innovative projects that include CHW and other services not traditionally covered by the
program.
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See Appendix E for the 50-state survey map, which identifies state approaches for
Medicaid reimbursement of CHW services. The information on the map comes from a 50-state
survey of a variety of stakeholders, ranging from Medicaid officials to Community Health
Workers, on their states’ approaches to integrating CHWs into evolving health care systems in
critical areas such as financing, education and training, certification, and state designations,
roles, and scope of practice (NASHP, 2021).

1.5

The Goal of Community Health Worker Programs
One primary goal of CHWs is to enhance the cost-effectiveness of health care by

engaging more people at a low cost. However, the lack of data on their cost-effectiveness is a
significant threat to establishing sustainable funding. This makes the collection and
implementation of data integral to the success of the programs. Ideally, the best case for proving
the success of CHWs is to show how they enhance the effectiveness of the care management
measures such as:


Re-admission rates before and after the service provided;



Number of E.D. visits before and after the service provided;



Self-management of chronic diseases – for example, diabetes – glucose
control and HbA1c; hypertension -blood pressure control; asthma – reduced
symptom days, reduction in ED and hospital use



Addressing care gaps leading to better care for patients;



Improving patient and caregiver quality of life;



Meeting quality measures that are tied to higher payments, e.g., reduced ED
visits/hospitalizations;



Improving communication between providers and patients;



Reduction in health disparities;



Medication adherence ( e.g., percentage of doses taken correctly, patient
understanding of medications);



Fewer missed appointments;



Connecting patients with community resources and government programs
such as food pantries (Brooks et al., 2018).
13
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By showing improvements in the measures above, health systems can demonstrate the
need for resources dedicated to CHWs. Integrating CHWs into health systems, allows them to
take advantage of incentives offered by CMS to reduce re-admissions, and could reduce readmission penalties. Funding CHWs using alternative payment models and shared savings
programs among multiple providers may produce sufficient financial incentives to utilize CHWs
creatively.

Healthcare delivery system reform efforts stimulate movement away from traditional,
fee-for-service-based reimbursement towards newer payment models that focus on value,
quality, care coordination, and accountability (Allen et al., 2015). Integrating CHWs into care
teams may be one potential strategy to facilitate this transformation further. The literature
suggests that CHWs may help achieve specific patient and population health goals in
underserved communities with high rates of chronic disease and complex health needs. The
integration of CHWs into a comprehensive care model shows some promise for improving
health outcomes, particularly for interventions targeting vulnerable populations, by addressing
health disparities concurrently with chronic disease prevention and management strategies.
Although existing research remains limited, few studies show that CHW intervention is an
effective tool for reducing the cost of healthcare. Studies that related outcome measures and costeffectiveness results of CHW are shown in Table 1. In addition, the patient navigation services
that CHWs provide may make the integration of these workers into care teams an appealing
strategy for organizations and practices.

Table 1: Outcome of cost-effectiveness Results of CHWs
Study

Topic

Design

Outcome

Results

Measures
Weber et al., Mammography RCT

Rate of

A total of CHW

1997

Mammography

intervention cost

use

savings per
additional
mammography
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equivalent to
$11.591 per year of
life.
Fedder et

Diabetes

Retrospective

Total of

The savings in

al., 2003

Management

comparison study

emergency

Medicaid heakth

department

services were

(ED) visits,

$2,245 per patient

hospital and

per year.

Medicaid
reimbursement
Whitley et

Primary care

Pre/post

Clients

Clients received

al., 2006

utilization

intervention

emergency

CHW services had

room

increased primary

utilization,

care visits and

reimbursements decreased their
for cost of

inpatient and urgent

health care

care use. The overall

services deliver

program saved

by CHW

$2.28 per $1 spent
on the CHW
intervention, for a
total annual savings
of $95,000 per year.

Quality of Life
The primary goal of diabetes early diagnosis and treatment is quality of life (QoL). The
term QoL consists of four components: The physical component, mental, the cognitive component,
psychological and social component. The progression of diabetes especially poor glycemic control
leads to numerous potentially life-threatening complications. For example, almost half of the
15
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adults with chronic kidney disease are derived from the diabetic population. Likewise, 9.8% of
people with diabetes have experienced a heart attack, 9.1% suffer from coronary artery disease
(CAD), 7.9% have congestive heart failure, 6.6% have a stroke. In contrast, more than a quarter of
them, 27.8%, suffer from chronic kidney disease, almost a quarter 22.9% have foot problems, and
last but not least 18.9% have eye damage ( Rubin, 2000).

People with diabetes often feel challenged by their disease and its day-to-day management
demands. Diabetes therapy, such as taking insulin, can substantially affect QoL positively by
reducing symptoms of high blood sugar or negatively by increasing symptoms of low blood sugar.
The psychosocial toll of living with diabetes is a heavy one, and this toll can often affect self-care
behavior, long-term glycemic control, the risk of developing long-term complications, and QoL.
Interventions engaging CHWs in diabetes management aim to improve diabetes care and selfmanagement behaviors among patients through education, coaching, or social support to improve
diabetes testing and monitoring, medication adherence, diet, physical activity, or weight
management (thecommunityguide.org).
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2 CHAPTER II SCOPING LITERATURE REVIEW

The following literature review evaluating the use of Community Health Workers is
completed and served as the background of evidence for this study. Currently, there remains
some hesitancy among stakeholders such as policymakers, healthcare systems, insurers,
providers, and even community organizations to fund CHWs based upon concerns over low
return on investment and challenges inherent in integrating research with real-life practice.
Therefore, the primary objective of this pilot study is to determine if the use of Community
Health Workers will increase the quality of life for patients living with a diagnosis of type-2
diabetes. In addition to improving quality of life, other outcomes included decreasing hospital
readmissions, avoidable ED visits, and associated healthcare costs (See Methods section for data
source details).

The literature review for this study assessed six state programs ( Texas, Connecticut,
Michigan, Wisconsin, Minnesota, and Maine) to understand better how CHWs are utilized
within a primary-care system, barriers to CHW integration, and different processes of CHW
implementation. Therefore, this study will focus on the models implemented by Wisconsin and
Minnesota.

2.1

Methodology
An initial review of the existing literature was used to identify keywords and phrases for

this Literature Review. Keywords used in the study included the following categories: CHW
models, CHW roles, CHW effectiveness, and CHW financing. The final search strategies included
using a combination of keywords/phrases and using community health workers as the target
population. Synonymous terms for community health workers were also used, including the
following terms or titles for CHW work: lay health worker, community health advocate,
community health advisers, community health promoter, frontline health worker, community
health representatives, peer health workers, peer educators, health coaches, home visitos,
community health specialists, and promotores de salud (a distinct CHW workforce devoted to
improving the health status of Latino communities). The search for potentially eligible studies
17
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included a review of state documents and academic databases, such as the Cumulative Index to
Nursing and Allied Health Literature (CINAHL), JAMA, Google Scholar, MEDLINE, and
Cochrane Collaboration published from 1980 through 2020. Grey literature available from online sources, thesis/dissertations, conference papers, discussion papers and reports on websites
were also included in this literature review.

2.2

Who is a Community Health Worker (CHW)?
According to the definition adopted in 2017 by the Connecticut State Innovation Model

(CT SIM) CHW Advisory Committee, “a community health worker is a frontline public health
worker who is a trusted member of and has a unique understanding of, the experience, language,
culture, and socioeconomic needs of the community served” (CT SIM, 2017, p.6). A community
health worker acts as a facilitator between individuals and their healthcare services to improve
access and service delivery quality, cultural responsiveness, and the social determinants of
health. As the Connecticut organization indicates, “CHWs build individual and community
capacity by increasing health knowledge and self-sufficiency through a range of culturally
appropriate services such as outreach and engagement, education and informal counseling,
advocacy, care coordination, basic screenings and assessments, and research and evaluation (CT
SIM, 2017, p.6)”.

In addition, community health workers often provide services under different titles such
as patient navigators, peer educators, outreach workers, health coaches, home visitors. CHWs are
being called upon more and more to engage patients and family members, guide culturally and
linguistically appropriate services, help patients navigate the complex health care system, and
health education and chronic disease management. CHW care coordination typically starts with
case identification followed by an intervention to produce better outcomes. Figure 1 shows how
the CHW can vary depending on patient health status (Alfero, 2012).

18
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Figure 1: Functions of CHWs along the Health continuum

Source: Charlie Alfero, Hidalgo Medical Services, Center for Health Innovations, 2012.

2.3

What Do Community Health Workers Do?
While specific services vary according to need in target populations, there are nationally

recognized roles for CHWs drawn from the analysis of existing data by CHWs leaders and
published by the Community Health Workers Common Core Project (C3) in April 2016. Among
its recommendations are that CHWs may be used by physicians, hospitals, insurers, nurse
practitioners, and community organizations to assist people with the following tasks (HRSA,
2007):


Understanding and implementing chronic-disease care management, including
medication adherence and action plans;



Improving overall health and well-being through diet, exercise, and tobacco
abstinence;



Providing culturally appropriate health education and information



Providing informal counseling and social support



Advocating for individuals and community needs
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Accessing crucial services that affect social determinants of health such as unstable
housing, domestic violence, and unemployment

As Perry and Zullinger (2012) reported, a CHW provides an essential link within the
healthcare team and is a powerful force promoting healthy behaviors. With a focus on collecting
and reporting outcomes, optimal results can be obtained for various populations. By adding a
CHW, the current case management program could potentially serve a larger population of
patients and meet the needs of patients within our community who do not require the skills of a
nurse. The role of CHWs in providing care coordination is that they are in a unique position to
bridge connections between providers, patients, family members, communities, and resources. In
reviewing 18 studies of CGWs involved in the care of patients with diabetes, Norris and
colleagues found improved knowledge and lifestyle and self-management behaviors among
participants and a decrease in the use of the emergency department (Norris et al., 2012).

2.4

Integrate CHWs into the HealthCare Workforce
One challenge facing health plans/systems is the integration of CHWs into already

established care teams. Unfamiliarity with the work and role of CHWs roles among physicians
and care teams varies widely and makes integration a difficult task. Workflow integration must
use methods to collect and record data gathered by CHWs outside of traditional office visits.
Challenges like this can be reduced if there is education trust between CHWs and other careteam members. This can be established by maintaining coordination through regularly scheduled
meetings, explaining the precise definition of the CHW roles and the scope of their work, and
involving CHWs in the care continuum. Recognition of community health workers as a distinct
occupation, evidence-based training for CHWs, and fair pay can also contribute to the
professionalization of CHWs. This will attract more people to the profession, encourage courses
in educational institutions, and invite more funding for CHWs (Bureau of Labor Statistics, 2010).

Another important step toward integration is the reauthorization of the Patient Navigator
Outreach and Chronic Disease Prevention Act as part of the ACA in 2010. Section 5313 of the
ACA authorized the Centers for Disease Control and Prevention to issue grants to organizations
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to improve health in underserved areas through CHWs. The ACA has also provided more
funding opportunities for community-health centers and increased both the number of CHWs and
the population they serve.

According to Katzen & Morgan (2014), three main ACA changes led to new communitybased service options: 1) First, the ACA provides increased healthcare access through affordable
health insurance. The recent Medicaid Essential Health Benefits rule clarifies that states may
reimburse non-licensed providers (i.e., CHWs) for preventive services; 2) Second, the ACA
focuses on establishing a medical home for beneficiaries with chronic diseases, which gives
states the flexibility in determining a range of eligible home-health-providers; and 3) Third, the
ACA establishes funding for the State Innovation Models (SIM) Initiative through the Center for
Medicare & Medicaid Innovation (CMMI), which provides $275 million in funding for states to
develop and test state-based models for multi-payer healthcare payment and service delivery
models per the requirements of section 1115A of the Social Security Act.

The SIM design and test awards offer a significant opportunity to increase the use of
CHWs and better integrate them into the healthcare delivery system. According to the CMMI
guidance, the focus of the SIM Initiative is improving population health outcomes and reducing
the cost of Medicare, Medicaid and Children’s Health Insurance Program (CHIP). Round one
was awarded to six states (Oregon, Vermont, Massachusetts, Arkansas, Minnesota and Maine),
of which four have included CHWs in their round one models (Oregon, Arkansas, Minnesota and
Maine) (Katzen & Morgan, 2014, p.2; Centers for Medicare & Medicaid Services, 2015).

Community health workers, if properly used, can promote care team integration by
freeing case managers to focus on the clinical aspects while the CHW addresses the social
dimensions of patient care. For example, when community health workers conduct a patient
assessment, they share it with the case manager, who can then work on what needs to be done for
the patient medically. Such a workflow model will promote the care continuum of the patient's
needs and increase positive patient health outcomes.

21
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Findley, Matos, Hicks, Chang, and Reich (2014) completed a qualitative study in a
patient-centered medical home with persistent health inequalities in a low-income community.
Successful integration of CHWs within those medical homes improved patient care and health
outcomes. Findley et al. (2014) wanted to better understand what makes a successful CHW and
primary-care partnership. The study found that the best teamwork occurred when the CHW
participated in the monthly clinical team meetings and felt included as prominent medical team
members. Furthermore, Findley et al. (2014) determined that four themes lead to the best
integration of CHWs into the multidisciplinary team:
• clear definition of the CHW role within the multidisciplinary team,
• training and supervision by a senior CHW,
• shared leadership of care with the primary care team, and
• documented ROI.
When all four of those factors are met, CHW integration into the team can be successful,
provide better patient care, and improve understanding of community health needs.

A substantial barrier to utilizing CHWs in primary care is the lack of research and
understanding of the financial benefit and ROI that the CHW brings to the clinic. Adding CHWs
to the primary care team can increase the cost for the clinical site. Protocols in the Patient
Protection and Affordable Care Act (ACA) (2010) provide financial incentives to encourage
healthcare systems reform. Even with some government funding, Allen et al. (2015) determined
that concerns over reimbursement and allowance were a significant barrier to the use of CHWs.

In the existing literature, Findley et al. (2014) found the CHW program’s ROI was more
than $2 per $1 invested. The addition of a CHW did increase the clinic’s cost per patient by $627
(Allen et al., 2014), but the total cost was reduced due to the decreases in emergency care.
Unfortunately, no specific ROI calculations were completed due to the complexity of estimating
costs between clinic and emergency room visits.

Campbell et al. (2015) found that CHWs reduced urgent care utilization over 12 months
with an ROI of $1.90 per patient (Campbell et al., 2015). Campbell et al. (2015) also determined
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that CHW intervention saved the healthcare system $1340.92 despite the additional $707.04
clinic cost per participant. Although it is difficult to isolate the specific ROI for CHWs, it is
apparent that CHWs decreased emergency room and urgent care visits and decreased systemic
medical costs while improving community health.

2.5

Review of Existing Programs and Successful Models
Community health workers are currently practicing in many states in the US. Community

health workers throughout the US help people gain access to medical services, advocate for
medical and non-medical needs, teach patients how to navigate the system, and help manage
complex chronic conditions (Allen et al., 2015). The literature review for this study assessed six
state programs ( Texas, Connecticut, Michigan, Wisconsin, Minnesota, and Maine) to understand
better how CHWs are utilized within a primary-care system, barriers to CHW integration, and
different processes of CHW implementation.

When discussing CHWs, it is essential to acknowledge that CHWs are laypersons within
the community with minimal healthcare training or advanced health knowledge. Community
health is suffering, and communities want to improve health and quality of life (Balcazar &
George, 2018). Because CHWs can be a powerful community voice, they bring the community’s
health concerns to the clinic to create a paradigm shift within primary care.

Twenty-two states utilized a quality improvement process to partner across sectors,
including clinical, community, and public health partners, to implement best practices and
evidence-based policies to identify, control, and improve blood pressure. Below are summaries
of how states involved and successfully integrated CHWs; for the pilot study, the focus will be
on the models implemented by Wisconsin and Minnesota.

Texas: (State Innovation Models, 2014) As a result of the learning collaborative, Texas is
exploring how to utilize CHWs in emergency rooms to direct patients back to primary care or
other clinical outpatient settings. The Texas Department of State Health Services also operates a
Promotor(a) or Community Health Worker Training and Certification Program for CHWs and
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instructors. Certification is for two years. The health department reviews and approves all
certification, training, and continuing education programs. A Medicaid 1115 waiver incentivizes
hospitals and other providers to improve healthcare. CHWs are involved in a small number of the
more than 1,300 projects and are reimbursed through this mechanism. Contract language for
managed-care health plans were amended to incorporate a definition of CHWs and clarified how
CHW costs can be included in administrative expenses.

Connecticut: (State Innovation Models, 2014) CHWs engaged with community members
at risk for health inequity based on the degree of poverty and the significantly increased risk for
cardiovascular disease. CHWs were able to connect individuals to clinical and self-management
support. They have successfully created new tools such as patient materials about hypertension
in English and Spanish. Their state innovation model (SIM) includes approximately $1 million in
SIM test grant funds to support CHW workforce development.

Michigan: (MiCHWA, 2016) The Michigan Department of Community Health leads a
team of state and local partners in Muskegon County and Saginaw County. Muskegon County is
working with primary care clinic-based care coordinators to implement best practices for
assisting patients with managing high blood pressure through the engagement of CHWs. In
addition, as of July 2016, they are pursuing return on investment efforts led by a representative
from a local payor, HealthPlus of Michigan, a medium-sized local payor, located in Flint,
Michigan. They hope to demonstrate the value of their efforts, obtain support from future
financial partners, and expect the ROI results will also support the work of CHWs.

Wisconsin: (State Innovation Models, 2014) Through the Association of State and
Territorial Health Officials (ASTHO) learning collaborative, five CHWs participating in the
collaborative incorporated motivational interviewing approaches in their Milwaukee pilot site.
CHWs received training on the American Heart Association’s high blood pressure treatment
algorithm, a flow chart designed to help health providers treat patients with hypertension, as well
as the Check Change Control program (CCC), which focused on empowering individuals to
learn about, monitor, and manage their blood pressures through a variety of resources. Each
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CHW committed to working with assigned participants in the CCC and Heart 360 programs and
encouraged participants to attend healthy lifestyle change programs (i.e. cooking demonstrations,
physical activity, and cardiovascular- disease education). The baseline average blood pressure in
February 2016 was 139/90, and the baseline average in May 2016 was 124/77. This shows a
promising decrease in blood pressure readings over eight weeks with the utilization of CHWs.

Minnesota: The Minnesota Department of Health (MDH) (2014), in conjunction with two
principal non-profit agencies, developed a CHW toolkit to better support this paradigm shift. The
toolkit provides links to online resources of various CHW programs, including the Centers for
Disease Control (CDC) toolkit, American Organization of Nurse Executives toolkit, Health
Extension toolkit, and Peers for Progress toolkit. In addition, there are practical guidelines for the
integration of CHWs into primary care teams and examples of how other communities integrate
CHWs. Minnesota became one of the first states to establish a sustainable funding stream to
support CHWs. Through their Healthcare Education-Industry Partnership, a statewide
stakeholder coalition, Minnesota was able to make a financial case for CHWs by identifying ROI
for the dollars spent on training and employment. In 2007, the Minnesota legislature approved
reimbursement of CHW services under Medicaid. Following this, the Centers for Medicare and
Medicaid Services approved a Medicaid State Plan Amendment that approved payments for
CHWs.

Maine: (Maine Community Health Worker Initiative, 2016) Through the State Plan
Amendment, Maine has created space for community-care teams to employ CHWs and pay for
their Medicaid Health Home reimbursement services. The SIM is focused on achieving the
Triple Aim. The state focuses on these goals: by reducing the total cost of care per person per
year in Maine compared to the national average; improving the health of the state’s population,
especially in diseases like diabetes, mental health, obesity, and tobacco use; improving patient
scores by 2%; and improving the patient experience to 66% (Maine.gov, 2021).
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The Critical Role of CHWs in Organizations
The range of services provided by CHWs depends on various factors: the intervention
setting (e.g., social services, health care) (O’Brien et al., 2009), the skill level and service
competencies (e.g., communication skills, cultural congruence, training, and language
concordance) (Lewin et al., 2006; Andrews et al., 2004; Ursua et al., 2014), geographic location
(e.g., rural communities and general medical settings) (Parker et al., 1998), and the type of
service they provide to their communities (e.g., case management, advocacy, screening,
education) (California Health Workforce Alliance, 2013). As a result, a CHWs role may include:


Acting as liaisons between vulnerable populations and the health-care team (Kangovi et
al., 2014);



Assisting individuals with finding needed resources to manage their disease (Krieger et
al., 2015; Cummings et al., 2013);



Utilizing problem-solving techniques to detect and address barriers to care, including
financial and social factors (Cummings et al., 2013);



Assisting patients/clients in setting patient-specific goals and supporting their progress
(Spencer et al., 2011);



Conducting outreach (e.g., in-home visits of community members with health needs);



Conducting non-communicable disease screening tests (Hamer et al., 2012; Gaziano et
al., 2015), providing immunizations (Lewin et al., 2005), giving injections to prevent
disease and detect health problems at an early stage;



Providing cultural wellness and life coaching (e.g., eating habits, physical activities)
(Cummings e al., 2013);



Managing care through improving adherence to medications (Chang et al., 2010) and
self-management (e.g., monitoring blood glucose) (Krieger et al., 2015; McDermott et al.,
2015; Cummings et al., 2013; Prezio et al., 2013);



Advocating for health needs of vulnerable populations (e.g., insurance coverage,
informing providers of barriers to disease management) (Krieger et al., 2015);



Providing culturally competent education on social skills (e.g., self-advocacy skills,
coping skills) (Palmas et al., 2014; Krieger et al., 2015), self-management (e.g., culturally
appropriate meal planning, medication use, and smoking cessation) (Prezio et al., 2013);
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Providing informal health literacy appropriate counseling (Pere-Escamilla et al., 2014);



Promoting family planning and distributing supplies (Bhutta et al., 2010; Simmons et al.,
1988).

2.6

Cost-Effectiveness of CHW Programs
According to the Medical Expenditure Panel Survey, hospital inpatient expenses account

for a large portion (nearly 30%) of total healthcare expenses. Healthcare spending is highly
concentrated among a relatively small percentage of individuals. Emergency department visits
and inpatient hospitalizations drive much of the costs. Many of the high spenders are those with
chronic medical conditions such as hypertension, heart disease, asthma, and diabetes, who are
not adequately controlling their needs through regular outpatient care. For example, these
individuals may have difficulty navigating the complex healthcare system or not fully
understanding their prescribed medication regimen. It can be cumbersome even for those without
complex conditions, knowing which doctor to see, attending appointments for multiple
specialists, and keeping track of medications and when to take them. But when these tasks
aspects of care management are neglected, visits to the emergency room are often inevitable.

This is where Community Health Workers could step in and help. CHWs have become a
vital resource used by healthcare organizations such as primary healthcare practices and insurers
to improve disease management for patients with chronic conditions, improve the quality of life,
and curb the high costs of these individuals by reducing ED visits and hospitalizations. These
programs focus on prevention and address social determinants of health, provide health
education, and facilitate changes in health behavior while connecting with the patient at their
home or other sites within the community. Unfortunately, despite evidence showing both
improved medical outcomes and cost savings from such programs, healthcare organizations still
have uncertainty about the financial costs and benefits of CHW programs. Cost-neutrality occurs
when the money saved from fewer ED visits and hospitalizations equals the expenses of CHW
programs. A successful business case should reflect that the clinical organization is investing in
CHWs to meet the high needs of the complex patient populations. Successful integration of
CHWs into care delivery models requires payment models and reimbursement mechanisms that
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can optimize the utilization of CHWs in care teams and assure sustainability of the role
(Chapman et al., 2017).

A clinical trial pairing community health workers with patients admitted to
Massachusetts General Hospital (MGH) has found that fewer intervention-group participants
were readmitted within 30 days than were control-group participants (Carter et al., 2021). The
effect was significant for those discharged to short-term rehabilitation but not for those
discharged home. The study, one of few of its kind, has been published in JAMA Network Open.
These results indicate that CHW interventions may help reduce hospital readmissions and
improve preventive care among clinically-complex patients within an accountable care
organization.

In the trial conducted at MGH, CHWs, having been trained with basic knowledge of
clinical conditions, providing health coaching, and connected patients to specific low and no-cost
resources (e.g., food, transportation, housing-related) contributed to reducing gaps in care. In
addition, using the framework of motivational interviewing and psychosocial support, CHWs
sought to strengthen patients' connections to primary care while addressing their unmet needs.
Two hundred seventy-eight participants were randomized to receive usual care and the 30-day
CHW intervention to test the effect, and 273 participants were randomized to routine
maintenance only. Members of the MGH team enrolled patients on six internal medicine units
from 2017 to 2019. CHWs met participants in-hospital before discharge.

Of the 550 participants analyzed, the mean age was 70.1, 48.4% were women, and 70.5%
were Medicare insured. All trial participants had a mean of three hospitalizations in the 12
months prior. Overall, 24.5% of control and 21.7% of intervention participants were discharged
to rehabilitation with a mean length of stay of 3.9 days.

Just 12.6% of intervention group participants were readmitted in the 30 days following
hospital discharge, instead of 24.5% of control participants. However, the MGH team noted a
statistically significant reduction in readmission in patients discharged to rehabilitation but not in
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those discharged directly home: Intervention vs. control participants discharged to rehabilitation
demonstrated a 32.3% reduction in readmissions (5.0% vs. 37.3%) compared to a 5.7% reduction
seen in those discharged home (14.7% vs. 20.4%). In addition, fewer intervention than control
patients had missed appointments (22.0% vs. 33.7%) and ED visits (11.2% vs. 16.8%). CHWs
might have positively influenced these numbers by addressing unmet medical and social issues
during the transition from rehabilitation to home and improving communication between
patients, rehabilitation staff, and the primary care providers after discharge. The results indicate
that patients receiving CHW care should be limited to those with specific health indicators
suggesting the need for rehab.

According to Brooks et al. (2014), a recent analysis of cost data from numerous studies
showed that CHW programs have resulted in an average savings of $2,245 per patient (based on
6 months to 2-years post-program relative to controls). In addition, uncompensated care charges
were reduced by $206,485 due to cost avoidance, less uncompensated care, and more primary
care visits (Brooks et al., 2014). Brooks et al. (2014) also estimated that the healthcare system
saves $2.28 for every $1 it invests in a community health worker program.

How the Community Health Worker Intervention worked:


CHWs met with hospital inpatients before discharge and worked with the patients for 30
days, including assistance with clinical access and social resources



CHWs interacted with patients through telephone calls, text messages, and field visits



CHWs provided psychosocial support and health coaching through behavioral strategies,
including motivational interviewing and goal-setting to improve adherence to clinicalcare plans



CHWs addressed patient-identified social needs such as food, housing, and transportation
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Table 2: Models for Organizing CHW Programs
Model

Example

Extensions of hospital or clinic systems, with

New York-Presbyterian Hospital Washington

health care system as base of operations; CHWs

Heights/Inwood Network (WIN) for Asthma

are integrated with disease management or care

Program, New York: CHWs serve as the single

teams and are focused on clinical services

point of contact for families; in clinics, the hospital
and the community provide asthma education,
support, and referrals for social services.

Community-based nonprofit organizations,

Latino Health Access, Orange County, CA: CHWs

rooted in community mobilization, activism, or

educate their neighbors about a broad range of

faith; organizations often provide a host of other

social and health issues, including nutrition,

services for the community, both health-related and diabetes, mental health, domestic violence,
non–health-related.

parenting, and access to health care.

Management entities, organizations dedicated to

City Health Works, New York: A close-to-client

CHWs that are integrated with clinical and

network of CHWs who perform protocol-driven

community organizations; oriented around

early-risk detection, self-management support in

financial sustainability, population and

community settings, and primary care coordination

environmental health goals, and local workforce

for chronic conditions.

development.

2.7

Diabetes Management Interventions – Improving Quality of Life
The population living with a chronic conditions is steadily increasing. By 2030, half the

population will have one or more chronic conditions. Currently, half of all people with chronic
illnesses have multiple chronic conditions (Anderson, 2010). Type 2 diabetes is a chronic
condition in which an individual’s body does not produce or use insulin well, resulting in
elevated blood glucose (or blood sugar). Over time, high blood glucose levels can lead to heart
disease, stroke, blindness, amputations, and other serious medical issues. Diabetes currently
affects 30.3 million people in the United States (or 9.4% of the population), but it is unequally
distributed across demographic groups (CDC National Diabetes Statistics Report, 2017).
Diabetes-related deaths surged 17% in 2020 and 15% in 2021 compared to the pre-pandemic
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level in 2019 (Reuters, 2022). Due to several sociopolitical factors, diabetes occurs most
frequently among low-income individuals, American Indians, Blacks, and Hispanics. And while
type 2 diabetes is manageable with proper care, treatment can be expensive and arduous. Many
people with diabetes eventually become delinquent in their testing and insulin shots, especially
those who suffer from mental health issues or lack adequate access to healthcare resources. And
because the calculations are complicated and imprecise, even compliant patients often
miscalculate their optimal insulin dosages.
Figure 2: Type 2 - Diabetes Complications

Source: (American Diabetes, A., 2017)

Care coordination delivers health benefits to those with multiple needs by assisting
individuals in identifying health goals, supporting healthy decisions, and coordinating services
and providers to meet those goals (Craig et al., 2011). CBC is a health plan organization
focusing on providing the best care plan to its member population. Individuals who receive case
management require high-cost services and have complex medical needs. For example, in the
diabetes program, CHWs make weekly contact by phone or home visitations to reinforce
treatment regimens and assure regular contact with primary care providers (Fedder et al., 2003).

Like many U.S counties comprised of small towns and rural communities, Cambria and
Somerset counties in western Pennsylvania are the two counties within the CBC’s case
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management program that face challenges in addressing the social determinants of population
health. The populations of both counties are decreasing at 4-6% every five years. In addition,
both these counties ranked among the lowest in Pennsylvania for overall health. According to the
County Health Rankings, Cambria and Somerset had the 12th (22%) and 5th (22.6%) highest
percent of diabetes-related hospitalizations out of 67 counties in Pennsylvania (Baseline health
data report, 2018). The percentage of adults who have a body mass index greater than 30 (obese)
in Cambria is 28.4%. The incidence of diabetes is roughly 13% in both counties, and at least
30% of the population is at risk of developing diabetes. The Diabetes Prevention Program (DPP)
and Diabetes Self-Management Education Program (DSME) are offered by CBC in these
counties yet experience low participation. CBC has identified low health literacy, lack of social
support, food insecurity, and limitations in transportation as crucial social determinants
contributing to the increased occurrence of diabetes and related comorbidities. The pilot study
goal is to inject community health workers into the care management team to positively impact
health determinants while improving the quality of life among diabetic patients and help control
the disease itself.

Interventions engaging CHWs involve patient education, coaching, and social support to
improve diabetes testing and monitoring, medication adherence, diet, physical activity, or weight
management. Through these activities, CHWs provide support to improve diabetes care and selfmanagement behaviors among patients. One-on-one self-management programs are focused,
personal programs tailored to the individual patient, by designing a program that supports
meetings between a CHW, the patient, and the family at bi-weekly and monthly intervals. In
addition, CHWs can promote diabetes prevention classes and events during these visits by
bringing certified diabetes educators. During these visits, the nurse / certified educator can focus
on education and managing medications. At the same time, CHW provides support to the
participants by listening to the concerns of patients and their family members, helping them
integrate healthy habits into their daily lives, thus improving their quality of life.

Post-Program Support – CHWs can follow up with patients to keep their appointments.
They can also ensure ongoing personal support with appropriate referrals like a neighborhood
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church-sponsored gym for a minimal yearly fee, connect the patients with available community
resources, and finally get help in their language and layman’s terms.

How does CHWs Improve Diabetes Management?
Interventions engaging community health workers in diabetes management aim to
improve diabetes care and self-management behaviors among patients. These interventions
include education, coaching, or social support to improve diabetes testing and monitoring,
medication adherence, diet, physical activity, or weight management. Overall, interventions
engaging community health workers improved patients’ glycemic or blood sugar control
(HbA1c, the proportion at goal A1c [A1c < 7.0%], fasting blood glucose) and reduced their
healthcare use. Improvements were also seen in self-reported lifestyle changes, such as increased
physical activity and improved nutrition (the communityguide.org, 2021).

Intervention Goal Outcomes
Around 1 in 11 people in the United States have diabetes (CDC, 2015). For the pilot
study, the focus is on adults who have type-2 diabetes. Research shows that although there is no
cure for diabetes, a healthy diet, physical activity, and medication adherence can prevent or delay
complications (AMA, 2017). Therefore, interventions engaging CHWs for diabetes management
are naturally implemented in underserved communities. An in-depth review of the literature
shows that interventions improved blood glucose level control (A1c) (A1C < 7.0%) and reduced
healthcare use among patients with diabetes (Thomson et al., 2007). Improvements were also
seen for lipid control in patients; however, intervention effects on blood pressure control and
weight-related outcomes were mixed. CHW intervention also improved overall health behavior
outcomes, including increases in physical activity and improvements in nutrition. Total Cost =
intervention cost + change in healthcare cost. Effective interventions will improve health and
reduce healthcare utilization and associated costs in the longer term. Below are examples of
CHW Outcome Efficacy Study that Improved Access to Care in diabetes patients.
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Table 3: CHW Outcome Efficacy Study
Study

Topic

Design

Participants Outcome

Results

Measures
Corkey et

Diabetes education

RCT CHW

64 minority Completion

80% of CHW

al., 1997

program

intervention

patients in

of diabetes

intervention

group and

New York

education

patients

non-CHW

City

on patient

completed

intervention

hospital

knowledge,

education

group

clinic

glycemic

programs

control, and

compared

patient self-

with 47% of

care

control

practices

patients.
Knowledge
level and
selected selfcare practices
improved the
intervention
group at
baseline
(11.7% to
9.9%).

Babamoto

Diabetes

RCT, CHW

189

Diabetic

The

et al.,

group, case

Hispanic

self-

participant in

2009

management

pateints

management CHW group

group, and

newly

had improved

standard

diagnosed

self-care
behavior and
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provider care

with yype 2

decreased

group

diabetes

BMI when
compared
with standard
provider care.

Spencer et

Diabetes/knowledge RCT, two

al., 2011

164

Hemoglobin

The

groups

African

A1c levels

intervention

compared.

American

group

Intervention

and Latino

improved

group

adults with

mean HbA1c

received

type-two

value of 8.6%

CHW

diabetes in

at baseline,

services and

Detroit,

and 7.8% at 6

control group

Michigan

months

who received

compare no

usual care

change in
mean HbA1c
among the
control group.

Thompson Diabetes

Pre/ post test

142

Diabetic

et al.,

pilot study

Mexican

management self-

American

education

2007

Culturally

management

immigrant

education that

population

CHW provide

in Oakland,

improves A1c

California

, LDL, and
BP in
Mexican
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American
population.
Beckham

A descriptive

116 Native

et al.,

cohort study

Hawaiian/

who received

2008

comparing

Samoan

CHW

HbA1c

population

intervention

2.8

Diabetes

HbA1c level Participants

readings of

has a -2.2,

greater than

(1.8%) mean

10.0% of

reduction in

participants

HbA1c,

with diabetes

compared

with and

with those

without

without CHW

CHW

intervention

intervention

.02 (1.5%).

Challenges Moving Forward
As leading health systems and others begin to consider the potential role of CHWs within

their organizations, many are facing challenges in integrating CHWs into already-established
care teams (Craig et al., 2011). However, CHWs have not been part of most delivery systems,
nor has their role been discussed in medical school curricula. Thus, medical staff’s perceptions of
CHWs vary considerably depending on their level of familiarity with the work of a CHW
(Findley et al., 2014). Home health nurses' typical time in a patient's home is 30 minutes for a
few weeks, and physicians typically spend 10 minutes with patients. That is not enough time to
build the trust needed to help at-risk patients overcome obstacles to receive care. Community
health workers are part of the neighborhood and spend time with patients in their homes, making
a big difference (Allen et al., 2015). There is a difference between making a referral and ensuring
that the connection happens. This is where community health worker steps in. They make sure
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appointments are scheduled, accompany patients to them, answer questions, make sure the visit
goes well, and understand their care regimen (APHA, 2012).

Regarding technical challenges of workflow integration, the health plan and care teams
must devise mechanisms to record and collect data gathered by CHWs outside of traditional
office visits. Population health needs have not explicitly been within the purview of the delivery
system, nor are EHRs structured to document social determinants of health and interventions to
overcome them (Naylor et al., 2012). Health plans will need to employ health information
technology and analytic support to expand electronic record systems to aid in identifying highrisk patients who need to be connected to a CHW to track patients’ progress and care plans (JHF
Issue Brief, 2015). These challenges can be reduced by focusing on building relationships and
trust between CHWs and other team members, maintaining coordination through regularly
scheduled meetings, and educating managers and leadership on how best to define and shape the
CHW role within their systems. Engaging all stakeholders is a critical step in developing a
successful CHW program. Building early buy-in of key influencers will contribute to the
successful uptake of the program.

Table 4: Key Stakeholders and Engagement Strategies for CHW Programs
Stakeholder

Key Concerns

Actions

Administrators

Financial sustainability
Return on investment



Provide information on funding
sources. MHCP(Medicaid)
reimburses CHW services
provided by CHWs who have
completed the certificate program
and are supervised by an MHCP
enrolled provider (physician,
advanced practice nurse, dentist,
public health nurse, or mental
health professional)
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Patients

Provide ROI data

Not understanding or

Provide information on CHW role and

misunderstanding CHW

benefits to patients. For example, explain

role

how CHWs do not provide “hands-on”
care but instead, as members of the team,
furnish culturally-competent patient
support, care coordination, service
navigation, and patient education. In
addition, CHWs typically share the same
language and culture and can increase the
effectiveness and efficiency of
communication between health providers
and patients.


Clinic

Not familiar with the

management/supervisors

CHW role. No

understand the CHW role, its

experience working with,

scope, and benefits to patients, the

integrating, or

care team, and the organization

supervising CHWs. Lack



Assist team members to

Offer training and technical

of familiarity with

assistance to equip supervisors

managing staff outside of

with skills to oversee and support

the clinic (e.g., home

CHW services effectively.


visiting)

Ongoing: Hold regular team
meetings and quality improvement
sessions to optimize team
performance, identify needs that
CHWs can meet, and identify
CHW program, training,
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integration, and assessment
opportunities.
Clinicians (e.g. physicians,

Empirical proof of CHW



Provide ROI data

nurses, therapists, etc.)

outcomes and Potential



Offer training on how CHWs can

relevance overlap in
some activities (nurses)

benefit patient outcomes


Offer training on how CHWs can
help clinicians practice at the top
of licensure



Engage medical staff in
determining CHW roles and
integration points



Train CHWs on the scope of
practice, HIPAA, mandatory
reporting, and documentation,
including electronic health records,
etc., to facilitate comfortable
alignment



Ongoing: Create regular teambased quality improvement
opportunities to identify gaps in
CHW program, training,
integration, and assessment.

Source: CHW Toolkit: A Guide for Employers (2016).

Liability and Risk Management
Organizations usually have plans in place to mitigate potential liability risks. However,
liability can be experienced in this scenario due to injury or harm to a patient or CHWs
themselves. Depending on the state laws, employers may be held liable for employees' actions
performed within their employment scope (Infante et al., 2011). Additionally, employers can be
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held responsible for harm to employees if that harm comes while on the job. Managers must
understand and familiarize the company's mitigation plan by talking with the organization’s legal
counsel (Brooks et al., 2018).

Some employers provide their employees who are working in communities “safety kits,”
including items such as “pepper spray, insect spray, sunscreen, phone cards, and other resources”
to mitigate potential risks (Infante et al., 2011). In addition, recommendations like mobile phones
for individuals in the field and annual safety training should also be part of the mitigation plan.
Finally, though the core of the CHW profession is not clinical, there may be instances where
some tasks could get delegated to certified CHWs within their scope. So if a CHW is negligent in
some way in providing trusted clinical services, both the CHW and the employer could be
exposed to liability (CDC, 2016). Thus, it is essential for the protection of both CHWs and
employers that appropriate supervision is in place and may also consider whether malpractice
insurance is suitable for the specific activities performed by their CHWs. In addition, many states
have Good Samaritan statutes which protect CHWs, and other health care professionals from
civil liability in emergencies if the professional acts without gross negligence and in accordance
with their training. Good Samaritan statutes vary by state, but they often do not apply to
ordinary, non-emergency situations (CDC, 2016).
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3 CHAPTER III BUSINESS PROPOSAL

3.1

Research Design
For this organizational project, a pilot analysis will occur throughout the CHW

intervention for six months, with pre-post data collection before and after the intervention. Based
on the study and the statement of work, senior leadership will decide on the impact of integrating
CHWs into the case management team.

Definitions
Case Manager (CM)-Registered Nurse (RN) responsible for the assessment,
planning, and coordination of case management services (Brooks et al., 2018)
Community Health Worker (CHW)-Non-licensed health worker acting under the direction of the
CM: a frontline, trusted member of the community in which they serve (HRSA Community
Health Workers National Workforce Study, 2007)
The Patient Protection and Affordable Care Act (ACA) – ensure that all Americans have access
to quality, affordable health care and will create the transformation within the health care system
necessary to contain costs (hhs.gov, 2010).
Capital Blue Cross (CBC)- Health Insurance Organization where a Pilot study is conducted.

3.2

Settings
The pilot study will be conducted through Capital Blue Cross’s case management

program. CBC has an approximately 780,000-member population in Pennsylvania (BCBS. com,
2021). This project encompassed care provided in the community setting through the continuum
case management model. This model is designed to follow the chronically ill, medically complex
diabetes patients in Cambria and Somerset counties who are ranked among the lowest in
Pennsylvania for overall health. For this study, a pilot analysis will take place for CHW
intervention for six months, with pre-post data collection before and after the intervention. Based
on the analysis results, revisions may be needed to the overall study design.
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The pilot study proposal adds CHW as a case management team member. Patients will
meet the designated Continuum Case Management criteria to be seen and served by the CHW to
be included in the study. The continuum case management model is designed to follow
chronically ill, medically complex diabetic patients. Referrals will be made while the patients are
an inpatient at least two diabetes-related diagnoses during intake window with at least a 15-day
gap between first and last claim. Patients will be identified for case management services
following the same criteria currently utilized within the case management team. This study will
include those patients who will meet inclusion criteria for initial assessment between June 2022
through the end of December 2022 ( See Appendix A: Criteria for Continuum Case
Management).

Cohort Inclusion criteria:


Adult patients with type-2 diabetes are between 18 – 64 years old.



Meets standards for continuum case management services (See Appendix A)



Need for services delivered by the community health worker

Target Population:
To estimate the number of people in the proposed target population, the CBC team 1)
researched the disease burden in the Cambria and Somerset counties; 2) estimated the size of the
entire population in both counties that met the eligibility criteria outlined in Continuum Care
Management Criteria; 3) estimated the number of patients who could be realistically served
based on the organization’s capacity. Then, based on detailed data from other existing programs
and data from Cambria and Somerset counties, the case manager developed an annual caseload
per CHW to include spending on direct client work, phone calls, travel, and making referrals,
training and other administrative duties. The study only includes adult patients suffering from
type-2 diabetes.

3.3

Method/Tools
A Community Health Worker (CHW) is paired with a Case manager (Ratio is explained

in Chapter 4 under Business Case). After completing the assessment on the first visit,
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interprofessional collaboration occurred as the RN Case Manager and the Community Health
Worker developed a plan of care with the patient based on the findings from the assessment. This
plan is individualized based on the patient’s identified needs. The interventions and tasks will be
assigned based on the appropriate skill set of the healthcare provider. The plan of care will be
developed and directed by the Case Manager (Details explained in Statement of Work).

The CHW skill set includes but was not limited to:


Health education, including chronic disease management



Healthcare system navigation determination of need for relevant community referrals,
resources, etc.



Arranging transportation to/from healthcare appointments



Advocate on behalf of individuals and communities, to assist individuals in attaining
needed care or resources in a reasonable, and timely fashion



Reviewing home environment for potential safety concerns, including the use of assistive
devices and other self-care equipment



Make referrals and connections to community resources in health and human service
systems



Comply with reporting, record keeping and documentation requirements



Provide on-going support and follow-up to support healthy behavior change



No skills can be provided by a CHW that requires a licensed care provider (such as a RN,
LPN, CNA, etc.).

The CHW services will be explained to the patient by the Case Manager. The CHW will
be in continuous communication with the Case Manager as she/he will be responsible for the
overall care of the patient. All care provided by the CHW will be documented as directed by the
policy standards. The length of case management services will be dependent on the patient's
status and the need for assistance. It could be one visit to regular visits for several months. There
is no maximum number of visits. All patients meeting the criteria for Case Management and
CHW services will be offered services. Data will be gathered using the general assessments
questionnaire. The data collected should meet HIPAA requirements.
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Data related to readmissions and ED visits is tracked and retrieved from the patient’s
electronic medical record (EPIC) by the Community Health Worker. Patients will also get asked
on each contact (visit or phone call) about any hospitalizations or ED visits if they are outside of
our hospital system. Total charges related to readmissions and ED visits (within the hospital
system) are retrieved through the Finance Division. This information is captured from the
financial module of the patient’s electronic medical record and will be placed into Excel for data
analysis. Data from each target county’s population will be used to create baseline rates of
specific metrics (such as diabetes hospitalizations).
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4 CHAPTER IV BUSINESS CASE

4.1

Project Overview
This Statement of Work (SOW) is issued subject to the Master License and Services

Agreement terms with an effective date of March 18, 2016. It defines the engagement model
and resource plan to support the CBC’s (Capital Blue Cross) request to include community
health workers in the case management program from 06/01/2022 through 12/31/2022 to
positively impact the social determinants of health while improving diabetes prevention and
control.

The scope of this SOW is based on CBC’s current understanding of the requirements
and is limited to community health workers' inclusion in the case management program. This
SOW's functional and technical scope will be solely based on the solution modules identified
in the Master License and Services Agreement. The scope of this SOW does not cover any
perceptions or assumptions based on conversations or product demonstrations that took place
outside of the scoping process.

For purposes of this SOW, authorized signees of change requests are limited to one of
the following individuals at CBC.


Chief Medical Officer



VP Medical Management

This SOW must be executed by the following date to be valid: May 15, 2022. However, with
the appropriate written approval, the work associated with this SOW can commence in good
faith, prior to the execution to meet prescribed timelines and prevent delays.

4.2

Project Assumptions

Community Health Worker Model – Controlling Diabetes among Cambria and Somerset
counties
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Table 5: Community Health Worker Model
Intervention Goal: Diabetes management and prevention – Mean HbA1c: median decrease of
0.09% (6 studies; median intervention duration: 6 months). Baseline HbA1c (%, average) = 10.5%
Target Population: Cambria and Somerset Counties population with type II diabetes between 18 –
64 years of old.
Caseload: 50 participants per CHW per 6-month period (caseload is based on a convenient sample).
50 is the industry standard according to the literature reviews (Maine Community Health Worker
Initiative, 2016)
Timeframe: 6-month intervention for cohort 1 (6/2022 – 12/2022)
Model: a 6-month intervention that includes home visits, counseling, group education, and exercise
classes
Project intervention: $18.45 p/hr with benefits for 2 CHWs for six months

Project Outcomes Expectations (intervention group compared to control group):
Reduced number of ED visits
Improved quality of life among diabetes patients who are in the intervention group
Seventy-four percent of participants would improve overall glycemic control. Baseline Diastolic
blood pressure (mmHg, average) = 74.8. 1.7 mmHg greater reduction (-1.7) = 73.1 in 6 months.
60 percent would achieve good glycemic control – Mean fasting blood glucose of 80-130 mg/dL:
median decrease of 2.4 mg/dL (7 studies, median duration: 12 months)
Savings in direct medical costs: $1,300 per participant per year
The financial return on investment: $1.12 for every $1 invested over three years
Social return: 11 recovered workdays per working adult. Calculated based on the number of hours
lost from work, converted to the number of days per year, by the level of HbA1c control (Tunceli et
al., 2007).

Impact of Uncontrolled diabetes: Indirect costs of diabetes, including the costs of disability, work
absences, lost productivity, and premature death accounted for almost 30 percent of the total cost,
and average of $3,800 per patient per year (American Diabetes Association, 2013).
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Summary of Proposed Intervention Model
Diabetes is particularly burdensome for populations in Cambria and Somerset counties,
many of whom face cultural barriers to receiving appropriate healthcare. Poorly controlled
diabetes among this population is estimated to cause several deaths and generate hospitalizations
and emergency department (ED) visits per year. The proposed intervention is designed to target
people with poor glycemic control. Two community health workers employed by CBCB would
provide individual and group interventions. The model augments the benefits of culturally
tailored, patient-centered care planning during home visits with social support provided through
group sessions.

The group classes would cover nutrition, health education, counseling, and exercise. The
CHWs would visit participants at home an average of eight times to provide information about
upcoming classes and support effective diabetes self-management. In addition, CHWs would
accompany participants to clinic visits and provide additional counseling over the phone CHWs
would co-teach the group sessions with a registered nurse, registered dietician, or an exercise
instructor. The nurse and dietician would join counseling sessions as needed.

Table 6: Intervention Models
Caseload assumptions
Home visits

16 visits



Average of 8 home visits/participant/



2 hours/initial visit, 1 hour/subsequent
visits; average 1.5 hours/visit

Phone calls

13 calls



0.6 hours round trip travel time/visit



0.3 hours data entry time/visit



0.4 hours total time/participant
(including case note entry)


Total time required

29 hours

Calls every week

16 home visit hours plus 13 phone calls per
participant
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Caseload

50 patients

Total hours available to work with participants,
divided by home visit and phone call
hours/participant

Number of CHWs and participants
Number of full-time equivalent

2

CHWs required to implement
intervention
Number of participants

100

enrolling in cohort 1

Plan of Care:
A detailed plan of care is driven by clinical goals and connected to the processing or
outcome measures of the study. The program is established by a multidisciplinary team and
operated by the client's goals. The broad goals include socioeconomic, medication management,
behavioral health, nutritional, and diabetes-specific drivers. A detailed framework for managing
diabetes interventions is shown in Appendix H.

Qualified patients are enrolled in the Case Management program. The case management
program is designed for individuals who have no source of primary care and have significant
health issues. The care team, critical to the success of this model, uses a multidisciplinary
approach. An RN, LPN, and CHW make up each team. The team conducts a case conference
every morning, and team members have distinct roles and responsibilities. RNs provide oversight
and case management for patients. LPNs provide in-home care and coordinate with the CHWs,
who are the most directly involved with the patients. While LPNs execute the clinical tasks of
the care plan (e.g., medication reconciliation, creating methods to track symptoms and vital
signs), CHWs implement the social tasks of the care plan (e.g., obtaining legal identification,
housing, insurance, etc.). CHWs are the “boots on the ground” going into patient homes and
implementing the care plans, assuring that patients get to their provider’s appointments —
frequently going with them — and ensure that information is shared between providers.
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For patients who are admitted to the hospital, an RN from the team engages patients at
the bedside before discharge to determine if they would like assistance in avoiding future
hospitalization. The study includes only individuals whose discharge disposition is home (not
acute care or SNF). If the patient agrees to participate, the nurse interviews the patient about
other factors contributing to readmission using a risk stratification form. After discharge, the
team conducts a home visit. During the visit, additional detailed information is gathered to help
build the care plan that will guide the patient’s care. The team engages with the patient to set
health goals based on the patient’s desires and needs. Once the plan is established, the CHW
works with the patient to follow up with health goals and coordinate community resources. The
CHW meets with the patient in the patient’s home, accompanies the patient to provider
appointments, and actively coordinates the patient’s care. They do whatever is needed for each
patient, whether it is shopping for healthy foods, cooking, or joining them in exercise. The
CHWs are from the Cambria and Somerset community, which helps build trust more quickly.

4.3

The Results
The case management approach emphasizes personal relationships between patients and

CHWs, cultural competency, and improved patient satisfaction. Their integration of roles will
lead to more efficient and effective primary care.

4.4

Job Description
CBC HEALTH JOB DESCRIPTION
COMMUNITY HEALTH WORKER

Job Code: 310032 FLSA Status: Non-Exempt

Mgt. Approval: XXX Date: March 2022

Department: Clinical Operations – Population
HR Approval: XXX Date: March 2022
Health
JOB SUMMARY
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Under the direction of CBC’s Health Population Health leadership, the Community Health
Worker (CHW) will serve as a community advocate and liaison, conduct case management,
manage ongoing referrals, identify and determine eligibility for resources, and aid in completing
applications for services when appropriate. The CHW is responsible for providing social support
while helping patients and their families to navigate and access community services and other
resources, adopt healthy behaviors, and facilitate continuity of care by providing client follow-up.
The CHW supports providers and other care team members through an integrated approach to
care management and community outreach. As a priority, activities will promote, maintain, and
improve the health of patients and their family. The CHW will utilize their excellent
communication skills to build and maintain relationships with patients and their families, fellow
care team members, and community-based organization staff. Working in tandem with clients,
the CHW will be the bridge between individuals, communities, hospitals/health systems, and

4.5

Approval and Sign Off
Subject to the modifications herein, the Agreement will remain in full force and effect.

Each party has caused this SOW to be executed as of the later date stated in the signature
listed below by its duly authorized representative.
Signature:________________________

Signature:__________________________

Name:_____________________________

Name:______________________________

Title:______________________________

Title:______________________________

Date:______________________________

Date:_______________________________
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4.6

Findings
Funding for most CHWs cannot come from the projected beneficial savings of a new

program because most organizations will not have these savings from the return of investment
for immediate implementation. Therefore, the statement of work/business proposal must
carefully detail the projected savings on patient care that the CHW will generate and the added
costs it will incur – salaries and travel expenses, educational tools and programs, computers etc.

A successful statement of work (SOW) for CHW integration should focus on the model
that addresses social determinants of health and recognizes that CHWs are bringing in a unique
“bridge” role into the current clinical models. In addition, the SOW should reflect that the
clinical organization is investing in CHW as part of a broader investment of serving their
complex population's needs. For example, the CHWs in clinical care settings functions as a
direct intervention at the patient/member level. In addition, their interventions bridge clinical and
community spaces such as homes, schools, housing units, and homeless shelters.

While a lack of published scholarly reviews limits the evidence, a growing amount of
reputable unpublished data indicates a positive return on investment for CHWs. In addition,
several “unpublished studies and data have led entities like the Centers for Disease Control and
Prevention, the U.S. Department of Health and Human Services, and numerous states to view
community health workers’ interventions” in a positive manner (Rush, 2012). In short, the
effectiveness of CHWs in improving community health has been well supported by a growing
body of evidence. Further research, however, is necessary to understand the effects of CHWs on
patient satisfaction and cost-effectiveness.

The evaluation of this pilot study followed the Donabedian Model (Donabedian, 1966)
that highlights structure, process, and outcomes (McDonald et al., 2007). Donabedian describes a
model that assess the quality of care that is flexible for multiple settings or situations. The
framework demonstrates a relationship between the structures of healthcare, processes of patient
care, and health outcomes (McDonald et al., 2007). According to Donabedian, care coordination
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is expected to be influenced by structure variables and to have casual effects on patient outcomes
(McDonald et al., 2007). The three aspects of the model are shown below.

Table 7: Study Evaluation Model
Study Evaluation Model
Structure
Needs and Activities

Process

Outcomes

Training and CHW education

Balance workload
Provider Satisfaction

Education

Self-management and

Improve the quality of life;

patient/family education

improve patient and family
knowledge and self-management
skills

Access

Finances

Patient/family involvement in care

Reduction in readmissions; ED

and evaluation

visits

Use of available community

Decrease in healthcare expenses

resources

4.7

Healthcare Finances
Once the data is analyzed, the pilot study will assess the extent to which CHWs enhance

the quality of life among diabetic patients and a decrease in total charges for all services
provided between the period June 2022 and December 2022. The primary study outcomes will
involve measuring readmissions and ED visits after implementing the CHW role. Based on the
reduction in readmissions and ED visits after implementing the CHW role, the hope is that study
is able to show a decrease in total charges for all services provided. The savings can be linked to
improving the overall quality of life, increased use of community resources, and improved selfmanagement skills, all influenced by CHW involvement. With the positive outcomes through
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mutual goal setting and problem-solving the CHW/CM team offer, CBC clinical leadership may
permanently see the value of including CHWs in the case management team. Appendix B:
Examples of employer internal investment in CHWs based on a pilot project.

4.8

Processes
Healthcare organizations are familiar with clinical experts in science-based fields. Still,

they are not as well informed about CHWs and are reluctant to spend money unless they know
they will get favorable results. More research is needed to show the effectiveness in each model
of care. The studies need to show that CHWs produce positive outcomes such as reducing ED
visits, reducing preventable hospitalizations, reducing the cost of chronic care, and reducing
health disparities. Evidence does exist - for example, “multiple randomized controlled trials have
demonstrated that community health workers save each Medicaid beneficiary $4,200 per year”
(Kangovi et al., 2020). Even if only a quarter of Medicaid beneficiaries are used as a baseline,
CHWs will save taxpayers $78 billion annually (Kangovi et al., 2020).

4.9

People
Stakeholders across the healthcare spectrum should identify talent and attain more

significant funding and reimbursement for services provided by CHWs. Providers do not feel
they have control over things outside their offices; it is more about liability. However, insurance
payors and community stakeholders may have very different aspects about work done by CHWs.
Training about the role of CHWs’, demonstrating the cost benefits of CHWs, and showing
favorable outcomes achieved by closing care gaps are some elements that need to be shared with
key stakeholders to earn their support.

Programs developing sustainable efforts to integrate CHWs into care teams are putting
considerable focus and resources to train clinical staff on utilizing and supporting CHWs within
care teams. Some of the areas they are focusing on are: CHW role/job description, CHW skills
and training; CHW participation in the care team; CHW supervision structure; and CHWs
outreach and advocacy.
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4.10 Project Schedule and Scope
The engagement is based on a resource allocation model, with an estimated start date
of 06/01/2022 and an estimated end date of 12/31/2022.

Table 8: Project Schedule and Scope
PROJECT PHASE

EST. START

EST. FINISH

Engagement Readiness

6/01/2022

6/07/2022

Project Initiation

6/08/2022

6/08/2022

Implementation Delivery (Core, CM/DM Work

6/09/2022

12/16/2022

Production Support Transition and Project Closure

12/19/2022

12/30/2022

Project Administration – Stages 1 and 2

6/01/2022

12/30/2022

Project Management – Stages 1 and 2

6/03/2022

12/30/2022

TOTAL PROJECT TIMELINES

6/01/2022

12/30/2022

stream)

The following functional, technical, and training scope is deemed in-scope of this SOW.
Table 9: Technical and Training Scope
IMPLEMENTATION DELIVERY SCOPE
CM Workstream
CM/DM | Queues
CM/DM | Structured Notes
CM/DM | Customer Setup
CM/DM | Business Rules (Task Routing)
CORE Workstream
Core | System Management
Core | User Management
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4.11 Recommendations / Implications
CBC is looking at the opportunities of including more complex care into the existing case
management program. Based on the results of this pilot study, we look forward to utilize the
Casenet tool which will help identify patient needs during the initial assessment. It will also
helps to determine appropriate community referrals and opportunities to improve the overall
quality of life. From this information, the CHW can then assist in delivering proper care in the
community.

4.12 Conclusion
A review of the literature shows that for CHWs to make an effective and sustained
contribution to overall healthcare, they need to be carefully selected, trained appropriately, and,
most importantly, supported adequately and continuously. This effort should begin on a small
scale. Healthcare organizations should try different approaches to understand what fits the
communities they serve. Taking time to know these communities and tailoring workflows to
their needs is key to the success of CHWs and overall cost-effectiveness while delivering care
for underserved communities. In addition, CHWs can help lower high costs and fix what seems
to be broken in the current system – communication and relationships. CHWs are grounded in
bonding with their patients. Recognizing the importance of social determinants in healthcare and
developing a sense of community belonging is vital for the future of the care continuum.

With an increasing national focus on population health management strategies,
CHWs have emerged as essential members of the interprofessional healthcare teams and are
especially effective at improving health outcomes for high-risk and underserved patient
populations. CHWs function primarily as health educators, patient navigators, and patient
monitoring. Through these services, they act as a “bridge” between the patient and other
healthcare providers to improve health behaviors and outcomes. The Case Manager / CHW
model promotes chronic disease self-management. It is effective in primary care, the transition of
care programs, and community-based organizations. The Case Manager / CHW delivery model
facilitates care delivery based on culture, language, and the patients' community. It brings care
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back to the community and effectively reduces 30-day hospital readmission rates and unplanned
emergency visits.

Congress should add community health worker services as an optional benefit in the
Medicaid program with an increased Federal Medical Assistance Percentage (FMAP) for states
and territories. The needed funding must be available to deploy a community-based workforce
for state and local health services. The ACA recognizes CHWs as members of the health care
workforce and allows Congress to allocate funding to establish a federal grant program to
support the use of CHWs in medically underserved areas. Future grants could be made available
to health departments, clinics, hospitals, federally qualified health centers, and other private
organizations for promising programs using CHWs. The ACA’s recognition of the role of CHWs
and the U.S. Department of Labor’s creation of a Standard Occupational Classification for
CHWs may change the landscape in the future—with CHWs playing an expanded role in the
improvement of health in rural communities.
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Appendices

Appendix A: Continuum Case Management Criteria

Continuum Case Management Criteria of Population Served:
Patients must meet one or more of the following:


Must be a Pennsylvania resident and 18 years or older



Multiple or chronic health conditions (including but not exclusive to Heart Failure,
COPD, Chronic Renal Failure, Cancer, Dementia, Pneumonia, Sepsis)



Readmission to the hospital or ED within the past 30 days



Lack of social support



Home safety concerns including fall history or fall risk



Known financial hardship affecting procurement of medications, transportation, or other
healthcare related issue



Cultural diversity causing difficulty receiving medical services



Frequent ED visits



Sudden change in health condition



Resident of a long term care facility or recent crossing of various levels of care



Lack of consistent community follow-up

Source: Sentara RMH Medical Center (SRMH) Continuum Case Management Policy
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Appendix B: Examples of employer investment in CHWs based on a pilot project
New Mexico: Molina

Michigan: Spectrum Health

Healthcare Inc.

Texas: Houston Area Safety
Net Hospitals

CHW outreach, education,

Intervention based in large

Led by CHRISTUS Health

advocacy, and referral services

statewide multi-hospital system

System, Memorial Hermann

for high-risk patients piloted in

spanning urban and rural areas.

Health System, and Harris

NM.

County Hospital District.

Six CHWs were in three

The system evaluated impacts on

Faced by continuing high

healthcare sites, including one

patients and costs of the initial

numbers of uninsured patients.

Federally QualifiedHealth Center CHW program in its
(FQHC), and overseen by a nurse HealthierCommunities Division.
and a care coordinator at the
Medicaid MCO.

Molina evaluated CHWs’ home

CHWs were hired primarily to

State-funded pilot on diversion

visits, education, and healthcare

provide outreach, education,

from children’s emergency

utilization support for high-risk

support for care transitions,

rooms (ERs )that suggested

members with grant funding

people with chronic conditions,

CHWswere effective at reducing

from private foundations.

and disenfranchised

ER use for non-emergent needs.

communities.

Pre-post cost reduction (6-month

Urban and rural pilots resulted in

Multiple hospitals financed their

comparison period) $2 million;

improved health and healthcare

pilots using Community Benefit

cost of intervention

utilization, resulting in cost

funds.

approximately $520,000.

savings.

As a result of improved health,

Spectrum has employed CHWs

Pilots suggested an average net

positive member feedback, and

in a variety of roles within their

ROI of about 3:1 from the
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cost savings, the intervention

system. They provide Technical

reduced total cost of

began to pay for itself. As a

Assistance on engaging and

uncompensated care.

result, Molina expanded the

integrating CHWs for new

program statewide and to all 11

institutions as they

The model has been expanded

states in which they operate.

enterSpectrum’s system

for adult and pediatric ERs.

ROI calculation not revealed, but

Results were not published but

inpatient days reduced 49% and

reported in multiple presentations

ED use reduced 29% in the pilot.

around Texas.

Other MCOs in NewMexico also
adopted the model.
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Appendix C: CMS Medical Ruling
Effective January 2014, CMS has created a final rule (CMS-2334-F) titled “Medicaid
and Children’s Health Insurance Programs: Essential Health Benefits in Alternative Benefit
Plans, Eligible Notices, Fair Hearings, and Appeal Process, and Premiums and Cost Sharing,
Exchange: Eligibility and Enrollment,” which opens up payment opportunities for preventive
services by unlicensed individuals. This rule changes earlier language to state, “Services must be
recommended by physicians or other licensed practitioners of the healing arts within the scope of
their practice under state law.” The new ruling helps improve access to preventive services,
facilitates partnerships between health care providers and advocates for CHWs, increases access
to CHWs, broadens the scope of providers as an approach to reducing program expenditures, and
carries the potential for CHWs to be reimbursed under Medicaid.

This new provision requires state Medicaid plans to provide comprehensive written statements describing the nature and scope of the state’s Medicaid program that contains all the
information necessary for CMS to determine whether the plans can be approved to serve as the
basis for federal financial participation. States are required to include a summary of the
qualifications of practitioners for those that are not physicians or other licensed practitioners. The
summary should include required training, education, experience, and credentialing or
registration. CMS does not require credentialing of CHWs (CMCS Informational Bulletin,
2013).
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Appendix D: Opportunities for CHW Service Reimbursement through Medicaid
Mechanism

Approach

State Example

Essential Health Benefits –

In January 2014, CMS issued a

States electing this option must

Preventive Services Rule

final rule (CMS-2334-F) giving

submit a State Plan Amendment

states a new option to provide

(SPA) to the Center for Medicaid

Medicaid reimbursement for

and CHIP Services (CMCS)

preventive services recommended specifying what direct medical
by, rather than provided directly

patient services they propose to

by, a physician or other licensed

cover; what providers will furnish

practitioner. Hence, direct patient these services; the required
services can be furnished at the

education/training, credentialing,

recommendation of a licensed

and licensure of these providers;

provider by another health

and the reimbursement

worker, such as a CHW, who

methodology. As of November 2,

may or may not be formally

2015, no state had submitted an

licensed by the state. The

SPA to reimburse for CHW

preventive benefit at 42 CFR

services.

440.130(c) requires providers to
furnish direct medical care for the
express purpose of diagnosing,
treating or preventing illness,
injury or other impairments to an
individual’s physical or mental
health, and that is directed at the
patient rather than at the patient’s
environment.
Direct Reimbursement

Although some private insurance

The Minnesota legislature passed

Arrangements

policies may directly reimburse

a law in 2007 allowing Medicaid

for CHW services, this is

reimbursement for CHW health

uncommon in Medicaid.

education services provided under
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However, state Medicaid offices

supervision of a Medicaid-

may opt to develop a direct

approved physician or advanced

reimbursement arrangement with

practice nurse. CHWs must first

a provider, community, or tribal

earn a certificate from an

organization, making a CHW a

accredited post-secondary school

billable provider. Such

offering the state-approved

arrangements specify allowable

curriculum. CMCS approved an

reimbursement rates as well as

SPA authorizing these payments.

the education, training, and

Minnesota later expanded

certification requirements for

supervisory requirements to

providers.

include government public health
nurses and dentists. CMCS
approved both changes.

Capitation

A state Medicaid office, through

Medicaid Managed Care serves

a Medicaid Managed Care

up to 70 percent of all Medicaid

Organization (MCO), may pay a

enrollees nationally and aims to

capitated (per-member/per-

manage costs, utilization, and

month) amount to a health plan

quality by delivering health

employing CHWs directly, or a

services through contracted

contracted amount to a

arrangements. Health Plus, a

community-based organization

large MCO in New York City,

using CHWs, who in turn pay the

utilizes CHWs to deliver targeted

CHWs’ salaries so long as this is

outreach, provide community-

per the contract and both federal

based education, perform health

and state regulations. Federal

risk assessments, make referrals

regulations don’t allow CMS to

to case managers,

recognize CHWs as providers

schedule/facilitate appointments

qualifying for direct service

(e.g., prenatal and well-child

reimbursement but don’t prohibit

visits), assist in targeted clinical

CHW employment.8

interventions, offer home visits
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and emergency department
follow-up.
Waivers and Other Statutory

Under Section 1115 of the Social

Through a Section 1115 waiver

Authorities

Security Act, the HHS Secretary

initially approved by CMCS in

can approve a state Medicaid

1999. After three years of already

program pilot for an innovative,

functioning through state program

budget-neutral demonstration

funding, California expanded

project promoting CMCS

Medicaid services statewide

objectives but providing services

through the Family PACT

not traditionally covered,

(Planning, Access, Care and

expanding coverage eligibility, or

Treatment) Program. This

able to improve care or lower

program, CHWs provide family

costs. Other Medicaid waiver

planning services to 1.8 million

options and statutory authorities

low-income Californians today

include Delivery System Reform

through this program.

Incentive Payment (DSRIP)
waivers, Section 1915(b)
Managed Care Waivers,
Section1915(c) Home- and
Community-Based Services
Waivers,89 the Enhanced
Prenatal Benefit (42 CFR
§440.250), Targeted Case
Management (42 CFR §440.169
and 42 CFR §441.18), 90 and
Section 1945 of the Affordable
Care Act (Health Home State
Plan Option).
State Support of Administrative

Since 2005 CMCS has matched

The Blue Ridge Area Health

Costs

50-75 percent of state Medicaid

Education Center (BRAHEC) in
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administrative expenses related to

Virginia’s Shenandoah Valley

staffing/operating state Medicaid

employs bilingual CHWs as

offices and clinics to better

health care interpreters, with up

achieve cost control, improve

to 40 percent of administrative

information technology

costs (i.e., worker salaries but not

infrastructure, and provide

interpreter costs) reimbursable by

interpreter, outreach, and

state Medicaid. Their Promotores

coordination services – some

de Salud program has trained

activities may include using

over 200 Spanish-speaking lay

CHW.

health promoters to work with
members of the local community.
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Appendix E: State Community Health Worker Models

https://www.nashp.org/state-community-health-worker-models/
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Appendix F: SWOT Analysis
Internal Forces (project)

External Forces (organization)

Strengths

Opportunities

 CHW connection with the community

 Health care system restructure and

 Understands the language, culture &

financial incentives for reducing

community needs

readmission

 High-quality leadership who understands

 Need for patient-centered care
 CHW can act as cross referral to improve

the need for change
 Cost effective way to reduce healthcare

population health outcome
 High patient satisfaction

costs
 CHW can be trained and mentored by
RNs to provide high level of support to
them
Weaknesses

Threats

 Lack of standardization of CHW training

 Patients unwillingness to trust CHW

 Cost of initial training

Recruitment and selection of qualified

 Requires consistent funding

staff as CHW

 Statistical data

 Poor relationship between nurse & CHW
 CHW saw as threat by RN
 Lack of interest by RNs
 Inadequate training of CHW
 Lack of government funding
 Lack of motivation of CHW
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Appendix G: Building a Sustainable Workforce for Healthy Communities Act

In July 2021, I heard from Senator Bob Casey’s aide, who I had communicated with on
the bill. Casey’s office said that “given some new developments in the HELP committee around
community health workers, we’re holding on dropping the bill for now. They will keep me
updated as they have more to share.” They were thinking of dropping the bill earlier in the
summer, but this made me feel that they were no longer dropping it and that things were moving
forward.

Community Health Workers and Health Equity

The challenges of the COVID-19 pandemic have reaffirmed the difficult truth of health
inequity in the United States. As a result, black, Brown, and rural Americans are most likely to
struggle financially, get sick with COVID and other illnesses, and face severe threats to their
lives. Community health workers (CHWs), an often-overlooked workforce, are working every
day to dismantle these inequities. Taking a holistic approach that considers clinical needs and
individual and community circumstances, CHWs leverage their personal experience of inequities
to provide cost-effective, patient-centered supports. The U.S. Department of Labor estimates
there are 60,000 CHWs in the U.S. today, although the actual number could be substantially
higher.
Examples of CHW benefits include:
▪

Chronic disease control, mental health improvement, and healthy behavior promotion.

▪

Public health messaging and contact tracing in emergency situations (Health Affairs,
NEJM).

▪

Decreased costs by reducing hospitalization and saving an estimated $4200 per Medicaid
beneficiary.

Federal Support for Community Health Workers
CHWs are typically employed by grassroots organizations, hospitals, clinics, or public
health departments, and they have historically been funded through a patchwork of grants and
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pilot programs. However, this year, with resources provided by Congress, the federal
government is making unprecedented investments into the CHW workforce. Additionally,
forward-looking federal legislation should provide for the sustainability of these investments.

The Building a Sustainable Workforce for Healthy Communities Act of 2021 would streamline
investing in CHWs and expand support for their services. The bill would support 150,000 CHWs
serving 23 million Americans through two main provisions:

1. Create a National Community Health Workforce for Sustainable Community Health.
a. The program will be designed through collaboration with the Centers for Disease
Control and Prevention, Indian Health Service, and professional organizations led by
CHWs.
b. Funds will build from existing federal investments to prioritize long-term health
equity and community resilience. These funds will be invested in alignment with
evidence-based recommendations supported by CHWs.
2. Create a new Medicaid state option for financing community health worker services.
a. Services include the full range of assessment, screening, preventive, rehabilitative and
social support services that are proven to address barriers to access, improve health
outcomes, and reduce costs, but they do not require clinical licensure.
b. States must develop their community health worker services in alignment with
evidence-based recommendations supported by CHWs.
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Appendix H: Life expectancy vs. healthcare expenditure – From 1970 to 2018
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Appendix I: Community Health Worker Job Description
COMMUNITY HEALTH WORKER
Job Code: 310032 FLSA Status: Non-Exempt

Mgt. Approval: XXX Date: March 2022

Department: Clinical Operations – Population
HR Approval: XXX Date: March 2022
Health
JOB SUMMARY
Under the direction of CBC’s Health Population Health leadership, the Community Health
Worker (CHW) will serve as a community advocate and liaison, conduct case management,
manage ongoing referrals, identify and determine eligibility for resources, and aid in completing
applications for services when appropriate. The CHW is responsible for providing social support
while helping patients and their families to navigate and access community services and other
resources, adopt healthy behaviors, and facilitate continuity of care by providing client follow-up.
The CHW supports providers and other care team members through an integrated approach to
care management and community outreach. As a priority, activities will promote, maintain, and
improve the health of patients and their family. The CHW will utilize their excellent
communication skills to build and maintain relationships with patients and their families, fellow
care team members, and community-based organization staff. Working in tandem with clients,
the CHW will be the bridge between individuals, communities, hospitals/health systems, and
MAJOR RESPONSIBILITIES
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Provide culturally responsive and appropriate health education, information, and
outreach in community-based settings, such as homes, clinics, schools, shelters,
local businesses, and community centers



Provide direct services, such as social support, care coordination, and health screenings



Link clients to and inform them of available community resources



Enroll clients into programs such as health insurance and public assistance



Teach clients the knowledge and skills needed to obtain care (empowerment)



Actively build individual/client and community capacity



Be a spokesperson and advocate for clients when they are unable to speak for themselves

ALL DUTIES AND REQUIREMENTS MUST BE PERFORMED CONSISTENT WITH THE
CBC HEALTH PERFORMANCE STANDARDS.
JOB REQUIREMENTS
Education

Work

Minimum

High School diploma or equivalent

Preferred

Associate Degree in health care or related field

Minimum

One (1) year of experience in community outreach, health

Experience

education, or in a role representing or supporting local
community agencies
Preferred



Three (3) years of experience in community outreach,
health education, or in a role representing or
supporting local community agencies



Licenses &

Previous experience in a health care setting.

Minimum

Certifications Preferred

Community Health Worker certificate or training
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Required Skills, Knowledge, and



Abilities

Interest in learning about health care, human
relations, administration, or other related medical
fields



Ability to communicate effectively and relate to
individuals from various economic, social, and
cultural backgrounds



Ability to use a range of outreach methods to engage
individuals and groups in diverse settings



Strong organizational skills



Ability to exercise sound judgment



Well connected to the community and resources within
community/population served



Effective written and verbal communication skills,
demonstrating respect and cultural awareness during
interactions with clients



Demonstrates an ability and willingness to work
collaboratively with others for concise and timely flow
of information



Ability to travel locally up to 75% of the time in the
community



Computer technical skills for word processing and

database(Clinical
management
AGE SPECIFIC COMPETENCY
jobs only)
Identify age-specific competencies for direct and indirect patient care providers who regularly
assess, manage and treat patients.
Instructions:Indicate the age groups of patients served either by direct or indirect patient care by
checking the appropriate boxes below. Next,
Infants (Birth – 11 months)
Toddlers (1 – 3 years)
Preschool (4 – 5 years)
School Age (6 – 12 years)

Adolescent (13 – 19 years)
Young Adult (20 – 40 years)
Middle Adult (41 – 65 years)
Older Adult (Over 65 years)
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JOB FUNCTION
Review the employee’s job description and identify each essential function that is performed
differently based on the age group of the patient.
PHYSICAL REQUIREMENTS
Indicate the appropriate physical requirements of this job in the course of a shift. Note:
reasonable accommodations may be made available for individuals with disabilities to perform
the essential functions of this position.
Physical Demand Level

X

Occasional Frequent
Constant
Up to 33% 34%-66% of the 67%-100% of the
of the time time
time

Sedentary: Ability to lift up to 10 pounds Up to 10#
maximum and occasionally lifting and/or
carrying such articles as dockets, ledgers
and small tools. Although a sedentary job
is defined as one, which involves sitting, a
certain amount of walking and standing is
often necessary in carrying out job duties.
Jobs are sedentary if walking and standing
are required only occasionally and other
sedentary criteria are met.
Up to 20#
Light: Ability to lift up to 20 pounds
maximum with frequent lifting and/or
carrying of objects weighing up to 10
pounds. Even though the weight lifted
may only be a negligible amount, a job is
in this category when it requires walking
or standing to a significant degree.

Negligible

Negligible

Up to 10#
Or
Requires
significant
walking or
standing, or
requires
pushing/pulling
of arm/leg
controls

Negligible
Or
constant
push/pull of items
of
negligible weight

Medium: Ability to lift up to 50
pounds maximum with frequent
lifting/and or carrying objects
weighing up to 25 pounds.

20-50#

10-25#

Negligible-10#

Heavy: Ability to lift up to 100 pounds
maximum with frequent lifting and/or
carrying objects weighing up to 50
pounds.

50-100#

25-50#

10-20#
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Over 100# Over 50#

Very Heavy: Ability to lift over 100
pounds with frequent lifting and/or
carrying objects weighing over 50
pounds.

80
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Appendix J: Diabetes Management Interventions
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Source: The Community Guide – thecommunitygudie.org
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